eases received reports of three adult deaths due to chickenpox in the first three months of 1997, including two cases of pneumonia in previously healthy non-pregnant adults.28 Three control strategies were recommended, including universal vaccination against varicella in children aged over 12 months and non-immune adults, after antibody testing in doubtful cases. The vaccine was developed in Japan in 1972 and has been available in North America since March 1995. It is a live, attenuated virus preparation and therefore is unsuitable for immunosupressed persons and pregnant women. Uptake of the vaccine has been poor even in designated US surveillance sites because of perceptions that chickenpox is mild and usually uncomplicated and unjustified concerns over the efficacy and duration of immunity afforded by vaccination. Other reasons advanced to account for poor "hit rates" are the stringent storage and handling regulations and matters of cost. Varicella is not included in currently available vaccination schedules in the UK.
PREVENTION
The US National Center for Infectious Diseases received reports of three adult deaths due to chickenpox in the first three months of 1997, including two cases of pneumonia in previously healthy non-pregnant adults.28 Three control strategies were recommended, including universal vaccination against varicella in children aged over 12 months and non-immune adults, after antibody testing in doubtful cases. The vaccine was developed in Japan in 1972 and has been available in North America since March 1995. It is a live, attenuated virus preparation and therefore is unsuitable for immunosupressed persons and pregnant women. Uptake of the vaccine has been poor even in designated US surveillance sites because of perceptions that chickenpox is mild and usually uncomplicated and unjustified concerns over the efficacy and duration of immunity afforded by vaccination. Other reasons advanced to account for poor "hit rates" are the stringent storage and handling regulations and matters of cost. Varicella is not included in currently available vaccination schedules in the UK.
The second strategy concerns varicella zoster immune globulin (VZIG). It is available for post-exposure prophylaxis in susceptible individuals including pregnant women and immunosuppressed persons and may be prescribed, on the advice of specialists in infectious disease, to non-immune health care workers who may present to the emergency department after occupational exposure to a case of chickenpox. VZIG should be given as soon as possible but it may be effective up to 96 hours after exposure.
Finally, it was recommended that all adult cases of chickenpox should be treated with oral acicolvir, preferably within 24 hours of the development of the rash.
Abstract
Foreign body aspiration is one of the leading causes of accidental death in children. Food items are the most common items aspirated in infants and toddlers, whereas older children are more likely to aspirate non-food items. Laryngeal impaction of a foreign body is very rare as most aspirated foreign bodies pass through the laryngeal inlet and get lodged lower down in the airway. Two rare cases of foreign body aspiration with subglottic impaction in very young children (under 2 years of age) are described. In both the cases subglottic impaction occurred consequent to attempted removal of foreign body by blind finger sweeping. The clinical presentation, investigations, and management of these rare cases are discussed. (T Accid Emerg Med 1999;16: 150-153) Keywords: foreign body; aspiration; larynx; children Aspiration of a foreign body occurs either with objects that have been put into the mouth and accidentally displaced posteriorly or with objects that are unexpectedly encountered in food. In 1994, 3000 patients died from suffocation by ingested objects in the US making this the sixth leading cause of accidental death.' As most aspirated foreign bodies enter the bronchus after negotiating the glottis, the subglottic impaction of aspirated foreign body is rare. However, the diagnosis becomes a challenge when an object crosses the glottis and lodges in the subglottic region. Two cases of subglottic impaction of foreign bodies are discussed.
Case reports CASE 1 A 1 year old boy choked after putting a small fish bone into his mouth. His mother, who witnessed the incident, tried to remove the fish bone by putting her finger into the child's mouth, but was unsuccessful. The child then had a bout of coughing with blood tinged sputum and developed stridor. The child was taken to a general practitioner for complaints of noisy breathing and vomiting and oral ampicillin was prescribed. Three days later the child was referred to the casualty department of our university hospital with the same complaints. On examination, the child was afebrile and had minimal inspiratory stridor but no cyanosis. He refused oral feeds and had pooling of saliva and milk in the oral cavity. He also had occasional vomiting. The respiratory rate was 22 breaths/min. There was no suprasternal or substernal recession. On auscultation there was equal air entry in both the lungs with a rough inspiratory sound which was maximally heard over the trachea, but there was no palpatory tracheal thud (the impact of a moving tracheal foreign body hitting against the wall of the trachea is felt by placing one finger on the trachea). A radiograph of the soft tissue of the neck showed a radio-opaque shadow in the subglottic region (fig 1) . An emergency endoscopy was planned.
Under all essential monitoring (electrocardiography, non-invasive blood pressure, and pulse oximeter), anaesthesia was induced with oxygen, nitrous oxide, and halothane. All preparations were made to carry out tracheostomy or cricothyrotomy, if necessary. Once the child was under anaesthesia direct laryngoscopy was done. No foreign body was found despite a thorough direct laryngoscopic examination, therefore rigid bronchoscopy (using a 3.5 mm Storz bronchoscope) was used. Atropine 0.1 mg and suxamethonium 10 mg were given to facilitate introduction of the bronchoscope.
Ventilation was maintained by low frequency manual jet ventilation (Sander's jet injector). Adequate depth of anaesthesia was maintained with entrainment of oxygen-halaothane mixture delivered through the breathing circuit (modified Ayer's T piece) connected to the ventilation port of the bronchoscope. Muscle relaxation was maintained with atracurium. The sagittally impacted foreign body was revealed only when the bronchoscope was gently withdrawn and the left vocal cord was retracted extremely laterally with the tip of the bronchoscope. The foreign body appeared like a "torn vocal cord" on end-on view through the bronchoscope. The fish bone, which was deeply embedded in the subglottic region, was removed with difficulty using forceps (fig 2) . Check bronchoscopy showed oedema of the subglottic region. Nearly half (44%) of the cases of fatal choking in childhood are due to aspiration of various types of food (hot dogs 17%, candy 10%, nuts 9%, and grapes 8%).9 The other kinds of laryngeal foreign bodies are sharp and thin objects. Such objects can get embedded easily either at the laryngeal inlet, usually getting lodged between the vocal cords in the sagittal plane and causing non-fatal partial obstruction of the airways,'" or they can get embedded in the subglottic region."
The initial response to aspiration is choking and coughing followed by stridor, sternal recession, coughing, and hoarseness.'2 The majority of aspirated foreign bodies caught in the airways of children are spontaneously eliminated by coughing and at times laryngospasm may cause a brief period of cyanosis and transient choking. Laryngeal foreign bodies with sharp edges cause not only dyspnoea but also odynophagia.1°A fter passing the laryngeal inlet an aspirated foreign body tends to be pushed upwards by the protective cough reflex; sharp and flat objects can get impacted in the subglottic region, which is narrow and conical in shape."
In neonates the larynx lies higher up at the level of lower border of vertebral body of C4 and does not reach the adult position of C5-6 until the age of 4 years. '4 ryanj@pavilion.co.uk). Accepted 7 August 1998 Abstract A 26 year old woman presented to the accident and emergency department with a painful right elbow. There had been no history of trauma. Clinical examination suggested an effusion, which was confirmed on radiological examination. Her elbow was aspirated and revealed a haemarthrosis. Subsequent investigations revealed a diagnosis of von Willebrand's disease (vWD). A spontaneously occurring effusion of the elbow may be due to a haemarthrosis. Aspiration of blood in the absence of trauma may lead to a diagnosis of an occult coagulopathy in addition to relieving pain. The diagnosis and treatment of vWD is discussed. Case report A 26 year old woman, normally fit and well, presented to the accident and emergency (A&E) department with a painful right elbow. Symptoms had developed spontaneously overnight and she attributed them to sleeping in an awkward position. Her elbow was held in a flexed position. Flexion and extension were both restricted. Radiographs were taken which showed prominent anterior and posterior fat pads (fig 1 ) . A synovial effusion was suspected and her elbow was aspirated to provide symptomatic relief. Surprisingly, aspiration of the joint produced 7 ml of blood. She was given a broad arm sling to rest her elbow. One week later her elbow was much improved and full extension was only limited by 10 degrees. At six weeks her elbow was back to normal.
On further questioning the patient gave a history of occasional bruising and heavy periods during the previous 2-3 years. She was on no medication. Her mother also had a history of bruising. In view of this history and the findings of a spontaneous haemarthrosis, she was referred for a haematological assessment.
Investigations revealed a normal full blood count, liver function, biochemistry, international normalised ratio, and activated partial thromboplastin time ratio. However von Willebrand factor (vWF) antigen and vWF activity were low, 31 IU/100 ml (50-200) and 29
